Three men in their 70s had long-term changes in mood and personality dating from immediately after transurethral prostatectomy. Focal abnormalities in the brain were not detected. The possibility of psychiatric as well as cardiovascular sequelae from this operation deserves investigation.
INTRODUCTION
Transurethral resection of the prostate (TURP) is the commonest surgical procedure performed in men over the age of 551. The adverse cardiovascular effects are well recognized24, but little has been published on psychiatric sequelae. Here we report three cases of postoperative psychiatric dysfunction and discuss the possible aetiology.
CASE REPORTS
Case I A 73-year-old man with no previous personal or family psychiatric history first experienced prostatic symptoms in 1988. Before this his health was good. In 1990 a prostatic stent was inserted, without success; subsequent investigations revealed severe aortic stenosis but fair left ventricular function, and his aortic valve was replaced. He has taken warfarin since. Immediately postoperatively, he had two seizures. In February 1991 he had a TURP, which was followed by urinary tract infection, congestive cardiac failure, pyrexia, hyponatraemia (sodium 133mmol/L) and anaemia (Hb 8.7 g/dL) requiring transfusion. His wife reports that his personality changed straight after the operation and the nursing notes record that he was abusive to nursing staff on several occasions. He began to experience 'blank spells' lasting from a few seconds to 5 minutes up to four times a week, during which he would be unable to speak but would obey simple commands, and after which he slept for a while. He also became forgetful and at times short-tempered and irritable.
In October 1992 a neurologist diagnosed temporal lobe ischaemia or minor epilepsy. An electroencephalogram showed irregularities of cerebral rhythms. A computed tomogram (CT) of the brain revealed mild generalized atrophy but no focal abnormality.The attacks were modified slightly by sodium valproate. Throughout 1994 his other complaint was of a progressive change in mood, with severe irritability, impatience and verbal aggression. He also complained of feeling cut off emotionally, depression, poor sleep, impotence and lack of libido. He attributed all his difficulties to his TURP and planned to sue the hospital. He was treated with psychotropic medication and he and his wife received intensive psychiatric support. On cognitive testing, his recall, sequencing and verbal fluency were slightly compromised, suggesting a frontal deficit. In June 1995 his affective symptoms had resolved and he had come to terms with his changed personality and impotence. He was no longer litigious.
Case 2
A 78-year-old retired manual worker, married for over 50 years, described his premorbid personality as happy-golucky with a good sense of humour; he used to sing and dance in pubs. He drank heavily for many years without apparent physical or mental effect, until about 10 years ago. He had a cerebellar stroke in 1972, with residual mild leftsided weakness and in 1985 investigations of acute retention of urine led to a diagnosis of benign prostatic hypertrophy and, incidentally, of chronic lymphatic leukaemia, which has not required treatment.
In August 1985, he had a TURP. There is no mention of operative difficulties, but for some weeks afterwards he experienced episodes of clot retention and haemorrhage, requiring several readmissions, catheterizations, cytoscopies and transfusions. Perioperatively some depression and anxiety was noted and he was briefly prescribed a small dose of antidepressant. Both he and his wife date his psychiatric problems to the TURP, and his wife claims that Mental Health Care of Older People, Whittington Hospital, London Ni 9 5NF, UK Correspondence to: Dr K R Lethem, East Glade Centre, 1 East Glade Crescent, Sheffield S12 4QN, UK his personality changed completely from then. In December 1986 he had a compulsory psychiatric admission for severe agitated depression, requiring rehydration and electroconvulsive therapy . After discharge in May 1987 he became progressively more dependent on his wife, being at times physically aggressive and following her everywhere. His compliance with medication was very poor. A CT scan of the brain in August 1990 showed a small infarct in the right parietal lobe.
In mid-1991 his main symptom was generalized anxiety. He was eating and sleeping adequately. He would not leave his house, but was self-caring. Since then his main symptoms have been pervasive anxiety, mainly centred on his terror of developing urinary symptoms again, a fear that something dreadful may happen, so that he continually followed his wife around the house, causing her great stress, and his dependency. He interpreted his symptoms as punishment for not having cared more for his family in the past. His affective symptoms partly responded to treatment with paroxetine. A behavioural programme has successfully diversified his activities and he and his wife receive regular supportive counselling, but his personality remains altered.
Case 3
A 71-year-old retired man had no family history or personal history of psychiatric illness. In September 1994 he underwent a TURP for irritative prostatic symptoms, during which there was severe haemorrhage from the bladder. Postoperatively his haemoglobin dropped to 7.8 g/dL necessitating transfusion of four units of blood. Two days after the operation he became acutely confused, at which time his serum sodium was 122 mmol/L (the TUR syndrome). On the fourth day he remained confused and pyrexial; serum sodium was 127 mmol/L. Presumed infection was treated. An electrocardiogram indicated a small anterior wall myocardial infarction and there were signs of mild congestive cardiac failure. According to his wife, his psychological problems began on the surgical ward, when he started to behave aggressively towards her. Subsequently he himself noticed increased irritability and loss of temper, some word-finding difficulties, increase in daytime sleeping but early morning waking, decrease in appetite (though no weight loss), inability to joke, reduced mobility, weak hoarse voice, a tendency to get 'hazy', and a feeling that he had aged considerably. At the end of 1994, he still had some word-finding difficulties, was mildly depressed, and had good cognitive function with a mild deficit in short-term memory and some evidence of frontal lobe dysfunction. A CT scan in December 1994 showed only mild involutional changes consistent with age and no focal lesions. In May 1995 a single photon emission CT scan hypometabolism. He gradually improved on fluoxetine initially and currently carbamazepine, but is still a 'changed man' since his TURP. DISCUSSION Psychological and psychiatric disorders are often associated with organic factors, and are thus common in hospital patients5 and elderly people6. After any kind of operation, delirium and psychosis can arise in the absence of previous psychopathology.
Delirium is a self-limiting acute confusional state with changes in the level of consciousness and cognition. The aetiology may include organic central nervous system injury, functional psychological disturbances and environmental stress6'7. Organic factors include age, comorbidity, severity of illness, nature of operation, anaesthetic agents used, perioperative complications and postoperative metabolic status. Psychological causation may derive from previous psychopathology, degree of anxiety, personality type and psychosocial coping mechanisms. Possible environmental contributions include sensory monotony, immobilization and sleep deprivation.
Delirium is not uncommon after surgery in general, but is particularly associated with TURP. Nilsson and Hahn8 examined the mental status of 100 patients before TURP and 2 and 23 hours postoperatively, using a standardized questionnaire. Two-thirds had a slight decrease in score 2 hours postoperatively. Fluid absorption was the only factor which distinguished those with pronounced decline in the score; other postulated risk factors were not significant. Postoperative delirium can be a feature of the transurethral resection syndrome, in which absorption of electrolyte-free irrigating fluid9'10 results in bradycardia, hypotension and confusion11. Hyponatraemia of < 122 mmol/L is diagnostic. Mild forms are common and may go unrecognized; severe forms are rare and can be life threatening. The pathophysiology involves dilutional hyponatraemia, hypervolaemia and circulatory distress, renal dysfunction and adverse effects of glycine catabolism, causing hyperammonaemia. Prevention, by monitoring of total fluid balance during TURP, is desirable 2. There is no published work on TURP specifically but in general a history of previous psychiatric illness is relevant to late effects. Mixed anxiety/depression is the commonest long-term postoperative psychiatric disturbance. Also relevant are personality factors and psychological and social maladjustment6. All three men described here dated their troubles to psychological changes in the early postoperative period and their wives independently described them as changed men. None had a psychiatric history pointing to risk for such disorders. All had symptoms of organic disease of the brain revealed generalized atrophy but no focal as well as functional changes, particularly cases I and 3. Temporal lobe disease in case I and frontal insufficiency in case 3 were subsequently diagnosed, both compatible with perioperative cerebrovascular accidents. One mechanism might be rapid central cooling by the irrigating fluid, with consequent haemodynamic changes and increased blood viscosity13,14. This could compromise not only myocardial but also cerebral perfusion, and increase the likelihood of thrombosis in the small arterioles connecting the cerebral cortex to subcortical structures. The possible adverse effects of TURP on mental health deserve formal investigation.
